Abstract: An exploratory study of men having sex with men (MSM) was conducted in central and southern Malawi in order to understand their socio-demographic characteristics, sexual behaviours, and perceptions about confidentiality and stigma. A total of 97 men participated in the study of whom 84 (86.6%) were in the age group 17-32 years. The majority, 73 (75.3%) of MSM had never married, 26 (32.5%) reported not always using condoms during sexual intercourse, and 23 (23.7%) had ever received money or gifts in exchange of sex. Only 17 (17.5%) of the participants reported being exposed to HIV prevention messages targeted at MSM. Fear of sexual orientation disclosure and discrimination were reported by 27 (30.7%) of MSM. Many of the study participants reported that HIV intervention programmes are not accessible to them. In conclusion, HIV intervention programmes may not be reaching out to the majority of MSM. We suggest an exploration of the feasibility of HIV prevention interventions targeting MSM in this country where the practice is illegal. _________________________________________________________________________________________
Introduction
Human immunodeficiency virus (HIV) infection is a major public health problem in Malawi where an estimated 12% of adults 15 to 49 years are infected (NSO, 2005) . HIV infection prevalence is much higher among women attending antenatal care, where in urban areas prevalence estimates of 30% have been reported since the late 1990s (Bello et al., 2006; Semba et al., 1999) . There is evidence however that prevalence estimates and incidence of infection have reduced somewhat and stabilized in recent years (Bello et al., 2006; Hallet et al., 2006) .
While the national effort to prevent further HIV transmission and to provide treatment to all geographical and diverse demographic groups of the population has been scaled up, there has been 'guarded' interest in interventions aimed to prevent HIV spread among men having sex with other men (MSM) in the country. Same sex male partnerships are illegal in Malawi and marriage is only permitted in a heterosexual relationship. Muula (2007a) has reported an analysis of newspaper articles in the country on several aspects of homosexuality or men having sex with men. The report suggested that MSM was perceived as rare in the country, although the risk of HIV transmission was recognised.
There is paucity of data on MSM in Africa. Simooya et al. (1995) have reported on MSM in prison environments in Zambia. Furthermore, MSM is perceived to result from a foreign influence and is it against the cultural tenets of Malawi. As a result some key policy makers have denied the possibility of MSM activity in the country (Muula, 2007a) .
Considering the scale of the HIV epidemic in Africa, limited data on MSM have come from subSaharan Africa presumably because research assume no public health problem or do not know how to work with MSM in these settings where MSM is illegal. The available evidence however highlights to multiple opportunities for interventions that may reduce health risk. In a study in South Africa, Parry et al. (2008) have reported high HIV knowledge, low prevention practice and associated drug use among MSM. Baral et al. (2007) and Liu et al. (2006) have reported that HIV prevalence is much higher among MSM compared to the 'general' community. This has also been shown in other settings such as Thailand and China where studies on MSM in relation to HIV suggest * Correspondence: Dr. Adamson Muula; E-mail: muula@email.unc.edu Socio-demographic characteristics and sexual health related attitudes and practices of men having sex with men in central and southern Malawi that HIV prevalence may be much higher than the 'general' or heterosexual population (CDC, 2006; Liu et al., 2006) . However differences in risk behaviours among MSM between different settings may occur (Parry et al., 2008) . Recently, Sanders et al., (2007) have reported that less than 2% of MSM in Kenya were using illicit drugs whereas in South Africa the prevalence has been reported to exceed 25% (Parry et al., 2008) . Overall however, a review of HIV prevalence among MSMs across the world found no reliable estimates of HIV prevalence from Africa (Cáceres et al., 2006) .
Despite the above these considerations, the Malawi National AIDS Commission in collaboration with the Department of Correctional Services facilitated the drafting of legislation that will allow conjugal visit among incarcerated males in order to 'prevent' MSM activity within prisons. In some sense therefore this is an acknowledgement of the practice of MSM within prison environments. The prevalence of MSM outside prison and jails in Malawi remains understudied and under-appreciated. This exploratory study aimed at understanding MSM socio-demographic characteristics, sexual health related attitudes and practices. It is envisaged that this information may encourage research and programmatic interest in efforts aimed to prevent the spread of HIV in Malawi.
Materials and Methods

Study area
The study was conducted in the central and southern regions of Malawi and included Blantyre, Zomba, Lilongwe, Machinga, Mangochi and Dedza. These districts were purposefully selected. Anecdotal evidence, including media reports, suggested that most samesex activities were more concentrated in these areas. The selected regions are the most socio-economically developed districts in Malawi.
Study participant recruitment and questionnaire administration A snowballing method was used to recruit MSM from the general community in November 2006. Initially, seven MSM were identified and requested to recruit potential participants who were known to them as men having sex with men. A standard questionnaire was administered to the study participants by trained research staff. Information sought included: age; marital status; residence (urban, peri-urban, rural) ; educational level; sexual practices; disclosure of sexual orientation and preferences and HIV prevention measures.
Data analysis
Data were analysed using SPSS version 14.0 (SPSS, Chicago, Illinois, United States of America). Frequency and proportions of selected socio-demographic variables, knowledge, perceptions and behaviours were obtained. Residence status was categorised as "urban, semi-urban and rural" as per Malawi National Statistical Office guidelines (Muula, 2007b) . These guidelines define rural, urban and peri-urban area status based on a decision by the Office of President and Cabinet and not based on development indicators or population congregation as is the case elsewhere (Magee, 2000; Crandall & Weber, 2005) .
Ethical considerations
All respondents participated only after giving verbal informed consent. Only men who were having sex with other men were involved in questionnaire distribution and collection. The involvement of MSM as research assistants possibly minimised potential stigma and discrimination. This study was exempt from full ethical review by the National Research Council of Malawi.
Results
A total of 97 men having sex with men (MSM) were recruited and participated in the study and 83.5%, 8.2% and 8.2% were from urban, peri-urban and rural residence respectively. Most, 73 (75.3%) of MSM reported being residents of Lilongwe, Zomba or Blantyre, the three cities in the southern and central region of the country, 12.4% were residents of Liwonde, and the rest (12.3%) were residents of Mangochi, Balaka, Dedza, and Mozambique. The majority of MSM, 94 (96.9%) were of Malawian nationality, 73 (75.3%) had never been married, and 90 (92.8%) were Christians. The age distribution of the participants was as follows: 17 (17.5%) MSM were in group 18-22 years, 47 (48.5%) in 23-27 years, 20 (20.6%) in 28-32 years, 10 (10.3%) in 33-37 years, and 3 (3.1) were in the age group ≥38 years. Most of MSM, 67 (69.1%) had no children, 17 (17.5%) had one child, and 13 (13.45) had up to five children. Further socio-demographic description of the study participants is reported in Table 1 . Just under half (48.5%) of MSM reported that they were attracted to men only, 23 (23.7%) reported that they had ever had sex in exchange for money or gifts, and 26 (32.5%) reported that they did not consistently use condoms (Table 2) . The majority (90.6%) of MSM felt comfortable with their sexual orientation. Despite of this, and 90.7% had, however, kept their sexual orientation secret from friends and family members. Some 56.4% of the participants reported having ever denied that they were MSM but 34% wished that other people knew about their sexual orientation. Twenty (30.7%) of the participants reported that they feared stigma and discrimination should they disclose to other people that they were MSM. Among those who reported to have disclosed to other people that they were MSM, 28 (28.9%) had disclosed to close friends, 12 (12.4%) to workmates, 6 (6.2%) to family members and 1 to a marital partner (Table 4) . 
Discussion
In an exploratory study of MSM in Malawi, we report several socio-demographic and sexual behavioural variables. As an exploratory study with a snowballing sampling, this study provides critical data that will potentially improve our understanding on the issue of MSM in a southern African country where MSM is illegal and HIV prevalence in the general adult population is estimated at 12% (NSO, 2005) . This study though, being cross sectional in design and not a probability sample, we can neither ascribe causation to any of the factors identified or confirm that the frequencies and proportions of the various attributes studied are representative of the general MSM population in Malawi. Furthermore, because of the snowballing nature of participant recruitment, it is likely that respondents recruited potential respondents who were similar to themselves or within their own sexual networks (Rubin et al., 1994) . Study participants also self-reported in response to the questions asked. Gallo et al. (2007) found that sex workers in Kenya underreported unprotected sexual intercourse which was detected via biomarkers of semen. In a study like ours, there is also a possibility that respondents may have mis-reported either intentionally or inadvertently. The use of data collection assistants who were also MSM was intended to minimise intentional mis-reported as we expected that study participants were likely to be open to other MSM.
Despite the limitations of the study as outlined above, there are several key findings worth consideration. These are that marriage with females is not rare among MSM; individuals are introduced to know about MSM early on in life; individuals get to know about homosexuality in diverse settings and largely in schools and the majority identified in this study were Malawian nationals. Furthermore, unprotected sexual intercourse was reported by about a third and the majority of the respondents had not been exposed to HIV prevention messages specifically targeting MSM. Most of the study participants were well aware of the legal provisions proscribing MSM, and feared stigma and discrimination from the society around them.
The current legal situation of MSM in Malawi is problematic. It is illegal for men to have sex with other men. In an environment where HIV infection prevalence in adults is 12% and with the "bridging" or mixing between heterosexual and MSM populations, the challenge is how public health HIV prevention programmes designers and implementers deliver services that would be accessible and appropriate to all people within the country despite their sexual orientations and behaviours?
According to the PRECEED/PROCEED model of health promotion (Green & Kreuter, 1991) , an individual is likely to adopt a healthy behaviour if she/he has the appropriate knowledge, attitude, and is exposed to reinforcing and enabling factors (friends, family and health workers). In Malawi, it appears that MSM do not have access to relevant HIV messages that will potentially influence their knowledge levels and attitudes. The limited understanding of risks associated with MSM may lead to failure in recognising and protecting oneself from high risk sexual behaviours. Furthermore, the fact that many MSM may hide their sexuality from significant others and possibly health care workers, may result in their missing out from the available preventive services.
Designing and providing prevention messages and other programmes in an environment where the primary behaviour is illegal is difficult but not impossible. In selected settings in Europe, Asia and North America, use of specific narcotic and psycho-stimulant drugs is illegal. Yet, programs commonly referred to as "harm reduction" initiatives are implemented (Christie et al., 2008; Paterson & Panessa, 2008) . Although it may appear a strange concept in most African settings, various forms of 'harm reduction' programmes are already being implemented in the prevention of HIV. For instance, in many cultures and religions, concurrent sexual partnerships, extra-marital and pre-marital sex are discouraged. Encouraging correct and consistent condom use where sexual intercourse occurs in such situations has potential to prevent HIV spread, thereby minimize the adverse effect that may have occurred following or during a society-proscribed activity. Appropriate HIV prevention messages and other interventions targeting MSM are therefore required in Malawi in order to curb the spread of HIV and other sexually transmitted infections among MSM. Léobon & Frigault (2008) reminds researchers and programme planners that MSM are a heterogeneous group with different socio-demographic characteristics. Our study has shown too that MSM were not a homogenous group. Young and old, married and unmarried, rural and urban, and of religious persuasions self identified themselves as MSM. Interventions programmes would have to take these differences in consideration in approach in order to be sufficiently effective.
In conclusion, HIV intervention programmes may not be reaching out to the majority of MSM. We suggest an exploration of the feasibility of effective HIV prevention interventions targeting MSM in this country, where MSM is illegal. Simooya et al. (2001) in a study in Zambia have reported the difficulty in providing condoms in prisons for MSM when the practice is illegal in that country. We believe that even outside the prison environment, policy makers often have dilemma on how to provide prevention services when same sex practices are illegal. We are also unaware of any studies that have assessed HIV or other sexually transmitted infections prevalence among MSM in Malawi. We propose that studies be designed to obtain these data.
